Eastern Health, a large public Victorian Healthcare network, conducted a WIES optimisation audit across the casemix-funded sites for separations in the 2009/2010 fi nancial year. The audit was conducted using existing staff resources and resulted in a signifi cant increase in casemix funding at a minimal cost. The audit showcased the skill set of existing staff and resulted in enormous benefi ts to the coding and casemix team by demonstrating the value of the combination of skills that makes clinical coders unique. The development of an internal web-based application allowed accurate and timely reporting of the audit results, providing the basis for a restructure of the coding and casemix service, along with approval for additional staffi ng resources and inclusion of a regular auditing program to focus on the creation of high quality data for research, health services management and fi nancial reimbursement.
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In January 2009, staff in the Health Information Services (HIS) at Eastern Health (EH) in Melbourne, Victoria, were informed of a significant deficit in actual Weighted Inlier Equivalent Separations (WIES), indicating a likely decrease in funding provision for the first half of the 2008-2009 financial year. An audit of the classification process was requested by senior management to ensure that the organisation was achieving appropriate remuneration for each episode of care.
Understanding the environment
Eastern Health is one of Melbourne's largest metropolitan health services, providing a range of emergency, medical and general healthcare services to a diverse community of approximately 800,000 people. The network covers a geographical area of 2,800 square kilometres across six municipalities. Separations at each of the major sites range from 24,000 to 49,000, with a combined figure of just over 101,000. This case study will focus on the acute, casemix-funded sites.
The coding equivalent full time (EFT) at each site ranges from 3.2 to 8.5 and increases in proportion with the casemix complexity and number of separations. Although the coding services worked in relative isolation, they shared Key Performance Indicators (KPIs) such as completion of coding by the fifth working day of the following month.
The problem
Aside from the WIES deficit, a comparative analysis found that there were inconsistent practices across the sites, specifically in relation to auditing and coder education. Inefficient processes had resulted in stakeholders receiving inconsistent advice with regard to governing policies and EH practices. All sites expressed concern regarding the lack of understanding of the importance and subsequent financial implications of improved and complete clinical documentation. Gaining access to time-poor clinical staff and the constrained coding deadlines were seen as ongoing challenges and barriers to high quality classification. Some separations were coded to meet internal timeframes, only to be reclassified when complete paperwork was available. This was a resource intensive and financially risky process.
Our audit approach
Initially, it had been suggested that an experienced external auditor should be sourced to conduct a targeted audit. However, it was deemed more appropriate and cost effective to use the existing employee base. An internal approach provided significant Reports long-term benefits to both the employees and the organisation and provided the added advantage of showcasing the skill set of our employees to a captive audience of executive and senior management. The audit provided a long sought after opportunity to demonstrate the value of our skilled coding employees.
An internal audit team was selected from the existing employee base. Criteria for inclusion in the team were a minimum of five years coding experience in a tertiary facility and previous success auditing at EH. Those not selected to participate directly were still considered an invaluable resource and contributed greatly to the success of the audit by maintaining service provision. HIS clerical staff and hospital clinical staff were an extension of the audit team, providing timely administrative support and clinical review. Initiatives, such as provision of overtime rates, were provided to HIS staff and non-auditing coding staff to encourage a team culture.
Implementation of the audit
The audit commenced in March 2009 and continued over a period of four weeks. A total of 2,486 separations from the period of July to December 2008 were audited at a cost of just over $40,000. The major expense was 655 productive hours from both auditors and administrative staff. Selection of the sample was a process of trial and error, complicated by networkwide data selection criteria, which involved selecting the appropriate DRGs to exclude and audit. Advice was sought from health services with similar casemix data, along with a review of previously successful audits at EH. Once the selection criteria were finalised, EH Decision Support Services (DSS) played a crucial role in abstracting the data required.
The ability to capture and meaningfully report audit results was essential. Together with DSS, who aim to provide expertise in data management, analysis and reporting services across EH, a decision was made to develop an in-house web-based application. Development was fast tracked and the HIS coding auditing tool (HISCAT) was ready for use in under four weeks. Data recorded included the outcome of each audited episode, monitoring of clinician documentation queries and generation of reports that enabled comprehensive and timely reporting to executive staff across all sites over the duration of the audit.
Audit challenges
Coordination of the audit was a major logistical challenge. Clerical resources and workstations had to be managed across all sites. Seating arrangements were often a challenge. Staff moving around the network at short notice resulted in overwhelming pressure on our Information Technology Department, with limitations in application configurations increasing this pressure.
Balancing resources across sites provided another significant challenge. Initially, sites were to be audited sequentially. However, as each site was eager to participate and obtain the financial results from the audit, auditors were hastily redeployed across all sites. A significant challenge faced by the clinical staff was the retrospective nature of this audit. Clinicians were often looking at case notes of a patient of whom they had no intimate knowledge and found it challenging to answer some documentation queries.
Reaping the rewards
At completion of the audit, a WIES gain of 375 or $1.265 million was achieved through 440 DRG changes. This was a significant achievement, given the relatively minor cost of the audit. In many cases it was coders using their specialised combination of clinical, classification and casemix knowledge to identify improvements that resulted in clinical queries and WIES improvement. It should be noted that there were cases that did not result in a positive outcome in terms of WIES; these were included in the final results.
Respiratory, stroke and orthopaedic specialities provided the most significant gains obtained by clarification of the type of respiratory failure, the presence of stroke deficits, presence and treatment of electrolyte imbalances and clarification of orthopaedic procedures. Approximately 50% of DRG changes were a direct consequence of clinical input and provision of additional documentation. However, there were significant benefits beyond the financial gain to the EH coding and casemix team. Auditors were provided with the opportunity to work at other EH sites, to interact with their colleagues and to share ideas and experiences, facilitating professional and personal development.
Our achievements were recognised by the executive team as raising both the profile of HIS and our importance and value within the organisation. This has resulted in increased participation in projects around the organisation where funding based on WIES is a factor. Soon after, a business case for additional EFT and a restructure of the EH coding service was approved. The restructure involved inclusion of an EH coding and casemix manager, supported by a coding and casemix management team. It is anticipated that this will create a high quality service that is more efficient, supportive of staff and stakeholders and create high quality data that support research, health services planning and financial reimbursement. The restructure also provided the creation of clerical EFT to support coding teams at each major site to ensure resources were used effectively.
The future
A vision exists for the future of the EH coding service. It moves away from a campus-based service restricted by tight deadlines into an EH service that provides both high quality support and information. Auditing is no longer an 'add on' activity and is undertaken regularly with 10-20% of separations returned for clinical review. Targeted retrospective audits are conducted on a regular basis. The service has and will continue to develop the expertise to provide advice in areas including admission practices, documentation requirements, clinical data abstraction and service performance reflected through meaningful KPIs.
Training and ongoing education for coders and clinicians is priority. As the EH coding service supports all campuses, coders should have the confidence and skill set to work and audit across all sites. Education and training for all coding and clinical staff will be provided on a regular basis. Medical staff will be educated at each rotation and we are currently investigating ways of engaging clinicians in further education.
A coding and auditing competency induction program has been developed and implemented. This provides consistent and supportive training to assist all coders to achieve expected levels of competency. Auditing training provides a clear career progression. It is hoped that this will improve staff retention rates and possibly enhance EH's ability to recruit quality Health Information Managers (HIMs) and clinical coders. HISCAT has improved capabilities and functionality. Administrative data, such as coding statistics and leave data, are now recorded to enable effective management of the service. Reporting capabilities have been enhanced to provide our coders and clinical and executive staff with comprehensive coding and audit data.
The service will monitor and respond to areas requiring improvements in quality or WIES, as necessary, to ensure that we continue to make the most of every episode.
